Invasive fungal rhinosinusitis is a rare infection that occurs primarily in immunocompromised patients. The fungal pathogen Alternaria alternata is rarely associated with rhinosinusitis. We report a case of A. alternata rhinosinusitis in an immunocompetent patient.
Introduction
Alternaria is an ubiquitous fungus that is considered to be a nonpathogenic contaminant of the clinical specimen unless isolated by repeated culture and correlated with clinical findings. However, it is a rare cause of human infection, especially in immunocompromised patients but even more rarely in healthy hosts [1] .
We report a case of Alternaria alternata in a healthy patient. Cutaneous infections are the most frequent diseases caused by Alternaria. However, infections in other organs, such as facial osteomyelitis [2] , sinusitis [3] and keratomycosis [4] , have also been reported. Initially patients may report nonspecific symptoms similar to chronic rhinosinusitis. Complications related to the orbital extension include preseptal cellulitis and orbital cellulitis. The lesion grows contiguously, possibly invading the central nervous system [5] .
Case report
A 19-year-old man with allergic rhinitis, with no history of corticoid therapy or nasal drug use, sought care for haemicranial headache with purulent rhinorrhea, anosmia, right exophthalmia, and vision impairment without fever, which had evolved for 9 months. His neurologic examination revealed nothing abnormal. Ocular motility was normal. Examination of the fundus found a papillary edema. Computed tomographic scan revealed obliteration of the maxillary and frontal sinuses with destruction of the orbital wall and intraorbital extension ( Fig. 1 ). Histologic examination of sinus biopsy material showed an inflammatory process of the nasal mucosa chorion with periodic acid-Schiff mycelian filaments in the mucus and fibrin leucocyte material.
Culture of the biopsy sample identified A. alternata. Antifungal sensitivity could not be assessed. The bronchial tree at fibroscopy was normal; the mycelian filaments were not found in alveolar lavage fluid. The patient underwent debridement, septoplasty and sphenoidotomy and was treated with amphotericin B 37 mg/kg per day for 15 days, followed by oral itra- 
Conclusion
Our patient presented rhinosinusitis due to Alternaria involving the cerebral parenchyma and had no apparent predisposing factor outside of a history of allergic rhinosinusitis, which is considered to be a risk factor for fungal sinusitis [6] . The confirmation of diagnosis is based on histopathologic examination of a sample with periodic acid-Schiff staining. The histologic appearance of Alternaria is characterized by a dense accumulation of hyphae, infiltration of surrounding tissue, and occasional branching and chains of conidia. The treatment of Alternaria and appropriate antifungal therapy doses are not standardized in the literature. The optimal treatment should consist of broad surgical debridement of involved tissues with prolonged systemic antifungal medication. Alternaria is sensitive to amphotericin B and miconazole [7] . Therefore, itraconazole was cited in the literature as the treatment of choice in Alternaria infections based on its minimum inhibitory concentration values.
Alternaria is a cause of chronic fungal sinusitis. Histopathologic examination and microbiologic identification can help in diagnosis.
